I n this issue Ingrid Burger and colleagues consider the question of whether surgeons are ethically obligated to disclose personal performance outcomes with their patients during the process of informed consent. This is a complicated and pressing question because aggressive policy initiatives have recently been introduced to improve quality. 1 Furthermore, research has demonstrated that the ability of the surgeon has a direct impact on short-term mortality for certain procedures. 2 There are two issues. First, is it possible to obtain truly good outcomes measures, particularly for low-volume/low-risk procedures? Second, assuming the data are accurate, are we ethically required to disclose personal outcomes data to patients during the process of informed consent?
The authors illustrate the difficulty in obtaining precise surgeon-specific outcomes measurements and conclude that, because the data collection and analysis fail to provide truly accurate statistics, we as surgeons are not currently required to disclose this information to our patients during the informed consent process.
But suppose adequate data are available. Are surgeons ethically obligated to disclose personal outcomes data during the process of informed consent? The purpose of this disclosure would be twofold: 1) to improve the quality of surgical care and 2) to enhance patient autonomy. It is helpful to address each issue independently.
Advocates for transparency with patients regarding outcomes data promote this transparency as an essential mechanism for quality improvement and better outcomes. Ideally, patients equipped with data on relative outcomes will promote quality improvement as patients will "vote with their feet" and seek out only those providers with the best results. Those physicians with poor results will be left without patients and out of the business of providing care. For this to work, patients need to know all the options and be able to change providers. The concept of transparency is as laudable as it is revolutionary. Transparency on an institutional level has tremendous potential to improve the quality of care we provide to our patients. But on an individual level, at the level of the patientdoctor relationship, transparency may undermine much of the relationship that is essential for good care.
As a group, our patients trust us to provide excellent surgical care. Patients who require surgery for any reason, whether they have an abdominal aortic aneurysm or desire breast augmentation, have much anxiety and fear when they discuss their upcoming operation with their surgeon. To ask the patient to weed out the good surgeons from the bad at this time of intense anxiety is a tremendous burden. Outcomes data are difficult to interpret in the best of circumstances. Asking patients to interpret these data when they are in need of an operation and a surgeon they can trust is brutal.
It is hard to resist an airline industry analogy whenever quality improvement and safety in medicine are discussed. Imagine you are about to fly from New York to San Francisco. You settle comfortably into your seat and before you take off the pilot, after describing the route and altitude says, "Oh by the way, I'm required to inform you that I have had several near-miss in-flight disasters in the last 5 years and I did run a plane off the runway in Chicago 2 years ago. You are welcome to change planes at this time." You could get off and find another flight and hope the next pilot is more skilled. Or you could choose to continue the flight since it's incredibly inconvenient to switch planes at this point. Who knows if you will get a better pilot; plus you have to get to San Francisco for an important meeting. Regardless of how you choose to proceed, you would feel cheated and betrayed by the airline that would permit a pilot to fly you across the country if his ability to do so safely was questionable.
Some may argue that because we, as physicians, have not done a good job at self-policing or holding ourselves to certain standards in the past, transparency with our patients must be implemented as a last resort to do what we surgeons have been reluctant to do ourselves. This is a passive way to get us to do what we need to do on our own. Our patients have the right to be upset with us if this is what we ask of them. Furthermore, transparency among physicians could be used to improve outcomes and quality without eroding the patientdoctor relationship.
Peer comparisons can and should be used within and among groups of surgeons to promote better outcomes. Surgeons should keep track of their outcomes and surgical groups should monitor these outcomes closely and disperse unblinded data to the group. Physicians who find their results substantially below the mean should not be allowed to perform those procedures for which their results are substandard. They should work aggressively to find a reason for their substandard results via apprenticeships, CME courses, discussions, and mentorships with respected colleagues and leaders in the field. This disclosure could be done both on a local as well as a national level. In summary, putting the onus on the patient to find those not "good enough" and avoid them through disclosure during the process of informed consent will erode the patient's trust in their physician specifically and in the medical community in general.
If improved quality is not a justification for disclosure, are we still ethically obligated to disclose personal outcomes to patients because it would increase patient autonomy? Autonomy requires that patients are given all the information available and are able to express a preference and make a choice. For example, a patient who is elderly may choose a certain course of chemotherapy because the toxicity is mild although it offers less of a survival advantage than other regimens with stronger side effects. Patients armed with information are able to assert their values and preferences. We promote autonomy in modern medicine because different patients are likely to value different types of outcomes and make personal choices based on those values. The choices we offer to respect autonomy must be both legitimate and valuable. Is it reasonable to expect patients to value a surgeon whose outcomes are known to be worse than his peers? Is it a legitimate choice for a patient to choose a surgeon knowing that his operative mortality for a Whipple procedure is 25% when his partner's operative mortality for the same procedure is 5%? Disclosure as a means of improving autonomy in this case doesn't make sense, and it's not the kind of autonomy that we value in medical ethics when we strive to protect patient autonomy.
Returning to the airline analogy; passengers choose to fly different airlines because of the price of the ticket, the size of the seats on the plane, the number of stops, the schedule of arrivals, or the luxury of the services provided. All of these choices are legitimate and valuable. We don't let passengers choose their airline based on the safety performance of the airline. It is not a legitimate choice for passengers to choose an unsafe pilot or airline; furthermore, there is no value for the passenger to have the opportunity to choose between safe and unsafe pilots and airlines.
The advances in Health Services Research over the past decade have dramatically enlightened our understanding about the quality of care we provide. In time, relative surgeon-specific outcomes may be available and accurate enough to improve our own personal outcomes. It is important that we embrace this opportunity as a group and not simply hand the data to our patients and ask them to decide which surgeons should continue to practice. In the future, when we provide informed consent to our patients, we must ensure that one of the risks of the procedure is not the surgeon himself.
